Surgical treatment remains the most appropriate way of managing many patients presenting with primary or ecurrent varicose veins. Sclerotherapy is thought to be meffective in the long-term at preventing recurrence in patients with truncal saphenous incompetence. The more recently introduced techniques of endoluminal radiofrequency ablation and endoluminal laser ablation of the saphenous vein are yet to gain widespread acceptance as standard methods of treatment. Surgical treatment will Co?tinue to be used for many years to treat varicose verns but it is recognised that this method is also associated with problems of recurrence. A number of papers have highlighted the problem of recurrence at the sapheno-femoral junction. This is one of the most frequent sites from which varices recur. To some extent this depends upon the skill with which the Junction is treated, but it has also been shown that stripping the long saphenous vein reduces the need for Possible subsequent surgery for recurrence. I In some patients recurrence still occurs even when the initial o~eration has been performed correctly. The reason for this may be that neovascularisation is the cause. New vessels arise without any residual saphenous tributary having been left to provide a source of recurrence. This type of recurrence has been reported by several authors but the precise means by which new veins arise has yet to be demonstrated. Which are the cells from which new endothelium arises? Some authors consider that any protruding endothelium at the sapheno-femoral junctioñ h?uld be hidden by inverting the residual stump so that It IS not exposed next to the ligated vein. A number of uthors have tried introducing a barrier between the hgated sapheno-femoral junction and the rest of the 1Jones L, Braithwaite BD, Selwyn 0, Cooke S, Earnshaw JJ.
Neovascularisation is the principal cause of varicose vein recurrence: results of a randomised trial of stripping the long saphenous vein. Eur J Vase Endovasc Surg. [996;12:442-5. PHLEBOLOGY groin wound. Some have used the patient's own tissues such as the pectineal ligament. Others have used synthetic materials such as PTFE. In the past these have been met with only a limited degree of success with some patients able to form recurrent varices arising from the region of the sapheno-femoral junction even in the presence of an impermeable layer at the site of previous operation.
In this issue the authors of three separate papers discuss the problems of recurrence of varicose veins. The paper by Wright reports a low rate of recurrence of primary varices when surgery is carefully performed in a specialist unit using standard surgical techniques and without introducing any artificial barrier between the ligated sapheno-femoral junction and the remainder of the groin wound. Two further papers discuss the outcome of recurrent varicose vein surgery. Jessen et al. report the outcome of surgical treatment in 43 limbs of 37 patients presenting with recurrent varices arising from the sapheno-femoral junction. At a mean follow-up of 34 months there were 10 further recurrences at the sapheno-femoral junction, emphasising the risk of rerecurrence following surgery for recurrence in this region. However, it was not the policy of the authors to undertake long saphenous vein stripping-at the time of this clinical series and one could argue that their results may have been improved by removing the residual incompetent long saphenous vein in all patients presenting with recurrence. Creton reports his personal experience and subsequent 5 year follow-up of 137 patients, some of whom had undergone four previous operations in the groin. The surgical technique included patch interposition grating at the re-ligated saphenofemoral junction as well as stripping of any residual saphenous trunks. This strategy resulted in a remarkable 4% re-recurrence rate and with only one patient complicated by infection in the groin. This clinical 92 series clearly demonstrates a possible strategy for preventing further recurrence.
Surgical treatment remains an important means of managing patients with varicose veins. Some patients seem especially likely to develop further varices Philip Coleridge Smith following ligation of the sapheno-femoral junction. A possible strategy to minimise the need for further surgery is to introduce an impermeable barrier such as expanded PTFE overlying the femoral vein to prevent neovascularisation producing further varices.
